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daily €or 15 days, followed by oral amoxicillin 6 g daily 
and oral doxycycline 200 mg daily for 3 months. He 
returned to Algeria and was lost to follow-up. 
In classic cases of trench fever, B. quintana is trans- 
mitted by lice among persons in close contact with one 
another. Recent clinical reports in homeless patients 
[4,9] suggest that ectoparasites, which are frequently 
associated with poor hygienic conditions, may be the 
vector of B. quintana. However, little is really known 
about the reservoir for B. quintana. In this case, no clear 
mode of transmission of the infection was established. 
This observation suggests that the reservoir and the 
mode of transmission of B. quintana may be different in 
western Europe or North America and in Africa. 
This unusual case of B. quintana endocarditis 
underlines the difficulty of culturing Bartonella species 
and the usefulness of Gram-staining (with the Gimenez 
method as an alternative), serologic studies and mole- 
cular techniques in the diagnosis and identification of 
the species causing infection. The composition of the 
culture medium and the incubation conditions must be 
optimized. 
Because cases of endocarditis have rarely been 
reported, clear recommendations for optimal treatment 
regimens cannot be given. Despite the susceptibility in 
vitro of Bartonella spp. to many antibiotics [lo], it has 
recently been shown that only aminoglycosides are 
bactericidal to B. henselae [ l l ] .  
In conclusion, this new case emphasizes the need 
to include B. quintana in the differential diagnosis of 
culture-negative endocarditis and suggests that Algeria 
should be included in the endemic area for this species. 
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Neonatal bacterernia caused by Agrobacterium 
radiobacter: a case and a review of the pediatric 
literature 
To the Editors: 
The genus Agrobncteriurn, literally 'field rod', comprises 
four species of Gram-negative bacilli, which are 
aerobic, motile, asporigenic, chemo-organotrophic, 
ubiquitous in nature, saprophytic in the plant 
rhizosphere, and generally phytopathogenic. All species 
except A. radiobacter possess a plasmid which enables 
them to cause tumor-like excrescences in higher 
plants. Originally, isolation of Agrobacterium species 
from human material was thought not to be clinically 
significant [l]; however, recent reviews of the literature 
have demonstrated their pathogenic role, particularly as 
opportunists in impaired patients. We report a case 
of bacteremia in a neonate without underlying pre- 
disposition. 
After a normal delivery, a male child was dis- 
charged home on day 4 in good general condition, 
weighing 3720 g. O n  day 13 the infant was brought 
back to hospital because of sudden onset of fever 
(38.2 "C) ,  agitation and feeding difficulty. He had lost 
weight (to 3000 g) but no abnormality was detected 
on examination, chest X-ray or ultrasound of brain 
and abdomen. Examination of peripheral blood 
revealed a leukocytosis (total white blood cell (WBC) 
15 X 109/L, with 71% neutrophils) and altered inflam- 
matory indices (Katz index 52; C-reactive protein 
L e t t e r s  t o  t h e  E d i t o r s  277 
15.9 nig/dL; fibrinogen 700 mg/dL). Cultures of urine, 
feces and cerebrospinal fluid (CSF) were negative. A 
single sample of blood (from a peripheral vein) yielded 
a t  72 h, from each of two separate liquid cultures, 
a Gram-negative bacillus which was subsequently 
identified as A. radiobacter [2]. Viral cultures were not 
performed. The child was empirically treated with 
ampicillin immediately after the positive blood culture 
was reported and made good progress. He  was 
discharged after 9 days in hospital, in fair general 
condition, after complete resolution of fever and 
hematologic abnormalities. The strain proved to be 
resistant to ampicillin, as is typical of the species [3]. 
A. vadiobacter was isolated for the first time from 
human biological samples in 1967 141, and only in 1980 
was its clinical role established [5]. It is currently 
considered a pathogen, with fairly low virulence, 
and is opportunistic in humans. Catheters (peritoneal, 
urinary, deep vascular) and valvular prostheses pre- 
dispose to infection with this microorganism and to its 
causing significant infection in patients whose immune 
systems are depressed, including urinary infection, 
peritonitis, endocarditis, bacteremia, and, as recently 
described, pneumonia. 
A.  radiobacter has been described only rarely in 
infants and a review of the literature revealed only eight 
additional pediatric cases [6-111 out of a total of 34 
(Table 1). The children were aged between 13 days and 
16 years, and there were three times as many males as 
females, a difference from the experience among adults. 
The clinical presentation took the form of bacteremia 
in all cases, of which 44.4% were nosocomial, and 
55.6% coniniunity acquired. Eight of the nine cases had 
other pathologic predisposing factors ('Table 1). Eight 
of the patients had a central vascular catheter. The route 
of introduction of the infection in the case described 
here, the only patient without a vascular catheter, is 
doubtful. 
In all nine cases the bacteremia presented with 
fever, sometimes with neurologic disturbances such 
as headache or agitation (three cases) or digestive 
disturbances (loss of appetite or vomiting: four cases). 
The symptoms were short-lasting and mild and 
generally caused patients little distress. All were 
satisfactorily resolved after a course of antibiotic 
therapy, or after removal of the catheter (three cases). 
One relapse occurred 5 weeks after replacement of the 
catheter, 2% weeks after a second bone niarrow 
transplant. The child became well again, however, 
without it being necessary to change the catheter, as 
soon as the leukocyte count returned to normal [7]. 
Since Agrobacterium spp. are resistant in vitro to 
ampicillin and ceftazidime, clinical cure of patients 
treated with these drugs or without any therapy 
probably suggests that acquired infections are often 
transient bacteremias. These cases show how rare 
microorganisms, ubiquitous in nature, can cause 
pathology, fortunately benign, in adult humans and 
sometimes even in children. 
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Table 1 Clinical features of reported Aguobactevitrm vadiobacter bactereniias in children 
Age Underlying 
Case (year)/sex pathologies Devices Setting Symptoms Therapy Outcome Ref. 
1 O.l/M No No Comniunity Fever, agitation, decreased Antibiotics Recovered PC 
2 0.6/F BMT CVC Nosocomial Fever, sneezing CVC removal Relapsed 6 
2b 0.7/F BMT CVC Nosoconlid1 Fever No therapie5 Recovered 6 
3 12/M Hirshprung disease CVC Nosoconual Fever Antibiotics/CVC Recovered 7 
4 35/M BMT CVC Community Fever Antibiotics Recovered 6 
5 4/M Rhabdomyosarconia CVC Community Fever Antibiotics Recovered 8 
6 4/M ALL CVC Nosocornial Fever, headache, AntibioticdCVC Recovered 9 
7 5 /M ALL CVC Nosocomial Fever, eye discharge, Antibiotics/CVC Recovered 9 
8 6/M HIV-1 infection CVC Community Fever Antibiotics Kecovered 10 
9 16/M Aplastic memia CVC Community Fever, sneezing, headache, Antibiot idCVC Recovered 11 
appetite 
removal 
lymphoadenopathy removal 
vomiting removal 
decreased appetite, removal 
vomiting 
BMT = bone marrow transplantation; CVC = central venous catheter; ALL = acute lymphocytic leukemia; PC = present caye. 
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A case of severe adenovirus pneumonia in a neonate 
To the Editors: 
Although adenovirus infections are ubiquitous and 
most frequently seen in children, they are relatively 
uncommon in the neonatal period [l-31. Abzug and 
Levin described four cases of neonatal adenovirus 
infection and reviewed nine other cases [l]. In 11/13 
cases the outcome was fatal, particularly in cases in- 
fected by adenovirus type 7. Chiou et al also reported 
a fatal case of adenoviral infection in a newborn [4]. We 
describe a neonate presenting with a severe respiratory 
adenovirus type 7 infection, who recovered. 
After a pregnancy of 38 weeks, a healthy 26-year- 
old woman was delivered vaginally of a 3740 g boy. 
The child had good initial Apgar scores and appeared 
healthy. At 5 days of age he developed a rectal 
temperature of 39 “C, showed abdominal distension 
and became lethargic. The child was admitted to a local 
hospital. Abdominal and chest X-ray showed no 
abnormalities. Laboratory investigations revealed an 
erythrocyte sedimentation rate of 24 mm in the first 
hour and a white blood cell count of 13.5 X 109/L, 
with 86% segmented neutrophils, 8% lymphocytes, 3% 
monocytes, 2% band forms and 1% eosinophils. A 
presumptive diagnosis of bacterial septicemia was made 
and treatment with amoxycillin and ceftazidime 
intravenously was started. After 4 days, because of 
further deterioration and negative bacterial cultures, 
erythromycin and acyclovir were added to cover 
atypical pathogens and herpes simplex virus. O n  the 
fifth day of illness the child was referred to the neonatal 
intensive care unit of the University Hospital, Nijmegen, 
because of respiratory failure with the need for artificial 
ventilation. O n  physical examination bilateral rales 
were heard over both lungs and the chest X-ray showed 
bilateral pulmonary infiltrates and pleural effusions. 
The white blood cell count was unremarkable, but 
the concentration of C-reactive protein (CRP) was 
91 mg/L. Adenovirus type 7 was isolated from a naso- 
pharyngeal swab and from sputum obtained on day 5 
of illness. Because repeated bacterial cultures of blood 
and bronchial aspirates remained negative, the child was 
considered to have a severe adenovirus pneumonia and 
all antibiotics were discontinued after 10 days of illness. 
The respiratory condition further deteriorated and a 
single dose of gamma-globulin (300 mg/kg) was given 
intravenously. From day 14 on the child improved 
gradually. O n  day 29 the child was extubated and on 
day 58 he was discharged. At follow-up at 2.5 months 
the child was doing well with only mild tachypnea. 
Twelve days after the child became ill, a fecal 
sample was obtained from the brother. From this 
sample also, adenovirus type 7 was isolated. Serum 
samples from the patient and the mother, and the 
gamma-globulin preparation, were tested retrospec- 
tively tested for antibodies against the isolated 
adenovirus strain by a micro-neutralization test. The 
neutralization titers are expressed as the serum dilution 
giving 90% neutralization according to the method of 
Reed and Muench [5]. The neutralizing antibody titers 
in serum samples obtained from the patient at days 5 
and 12 of illness (before gamma-globulin admini- 
stration) were 1:128 and 1:1024, respectively. The 
neutralizing antibody titer of the serum sample 
obtained from the mother on day 11 of the child’s 
illness was 1 :2048. The gamma-globulin preparation 
had a neutralizing antibody titer of 1:1024 to the 
isolated adenovirus type 7. 
Adenoviruses generally cause mild respiratory 
illnesses but can cause severe obliterative bronchiolitis 
or necrotizing pneumonitis [6]. Adenovirus types 2, 
